SUMMARY Two unusual cases of retinal detachment are described in which macular holes were visible before a first operation but subsequently hidden owing to preretinal membrane and retinal fold formation at the macula. Only by very careful indentation at the macula at reoperation could these holes be identified and treated, with subsequent successful reattachment of the retina. 
definitive causal role in retinal detachment can be attributed to a macular role only if the detachment is confined to the posterior pole or, if more extensive, has been seen to have advanced from a posterior pole detachment. As surgical treatment aimed directly at the macular hole is hazardous and difficult, we use it as a primary procedure only if subretinal fluid does not extend to the periphery when first seen. If on initial examination subretinal fluid is found to extend to the ora serrata and a macular hole is present, a peripheral buckling procedure is performed, the assumption being that the detachment is caused by a peripheral hole whether detectable or not. If this fails to flatten the retina, a procedure directed at the macular hole is then performed.
The following 2 cases are reported to show that greater difficulty than usual may be encountered in cases in which preretinal fibrosis in the macular region is present to prevent an adequate view of a macular hole. Further search revealed no peripheral holes, and the original macular hole was no longer visible because of tight folds of retina due to preretinal membrane formation at the posterior pole. At reoperation the macular hole was found only R. H. C. Markham and A. H. Chignell after careful indentation. A 5 mm silicone sponge was placed over the macula; subretinal fluid was drained, and, as the immobile retina was still separated from the buckle, internal tamponage was achieved by 1 ml of air injected into the vitreous through the pars plana. The retina was completely flat by the fifth postoperative day and has remained so for the past 3 years.
Discussion
Because of the presence of a peripheral hole in the first case and the presence of subretinal fluid extending to the periphery in the second, in both cases it was felt that the macular hole should not be treated directly as a first procedure.
Nevertheless, that the macular hole had a causal role in the persistence of detachment is shown by the favourable effect of closure of the hole when buckled at a second operation.
After the first unsuccessful operation in both cases the previously noted macular holes could no longer be seen owing to the disposition of fixed retinal folds. Failure to seek and find a macular hole has been described as a cause, albeit rare, of failure of retinal detachment surgery.2 Had the macular holes not been seen at the time of the initial presentation, their presence may not have been suspected, and at reoperation a further unsuccessful operation could have been performed. When preoperative slit-lamp examination of the macula is unsatisfactory, owing either to opacities in the media or to retinal folds or fibrosis in the vicinity of the macula, it is suggested that careful indentation of the posterior pole is performed at the time of surgery, particularly if no peripheral holes have been found, as this may reveal a previously undetected macular hole.
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